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In ancient days, when men fought wars, they 
were fought mainly on the grounds of religion. 
Then later, man fought battles to bring about 
changes in law. Still later, until quite recently, 
wars were fought for commerce, and now, if 
we may read the signs aright, men go to war 
to sanitate countries and people. 

The rapidity and extent of the development 
of preventive medicine during the last three 
or four decades, and the general acceptance of 
the public health movement in recent years, is 
an amazing phenomenon of our time. 

The modern public health movement is the 
natural of the dis- 
coveries in the various fields of preventive 
medicine which 


outcome many scientific 
researches of 
-asteur, Koch and the other pioneers of science 
who with their labors and discoveries paved 
the way for this popular movement ; but it was 
due to the altruistic vision and the unselfish 
leadership of the practicing physician that this 
great movement really developed. 

Almost without exception, the men who 
guided public opinion towards creating health 
departments were physicians, and it was in 
practically every instance, physicians who de- 
veloped these health departments to their present 
state of efficiency. 


followed the 


Pasteur was a chemist, and a number of re- 
search workers who discovered facts in pre- 
ventive medicine were not physicians, but in 
nearly every instance it was a physician acting 
as health officer who made practical application 
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of this knowledge in the development of the 
modern public health program. 

With these facts in mind, it is difficult at 
times to understand the apparent apathy, the 
general indifference, and in a few instances 
the actual opposition on the part of private 
practicing physicians towards the community 
public health program, especially in the face 
of the phenomenal popular acceptance of sani- 
tation and hygiene and everything that apper- 
tains to preventive medicine. 

The answer, of course, lies in the strict con- 
servatism of the average physician, who has 
been taught, even from the earliest of his student 
days, that his primary concern in life was the 
cure of the individual sick and the treatment of 
the individual injured. It was therefore quite 
natural that the practicing physician continued 
to think only in terms of the individual patient, 
and steadfastly refused to establish clinics for 
the examination of apparently healthy persons, 
or for the wholesale vaccination and immuni- 
zation of people against disease. 


In the same way it was quite natural, as 
a result of the remarkably rapid development 
of the public health movement, and the equally 


rapid acceptance of this movement by the 
general public, that official health agencies, and 
even unofficial ones for that matter, in their 
enthusiasm, and in the absence of such facilities, 
should establish clinics and should by popular 
education create greater demand for such pre- 
ventive services. . 

It is also quite understandable that with such 
a rapidly growing movement as public health 
turned out to be, certain health officers in their 
excessive enthusiasm and overzeal forgot 
boundary lines for their endeavors, and some- 
times encroached on the domain of private 
medicine and that such encroachments were 
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followed by natural resentments on the part of 
physicians with the occasional bringing out of 
the old bogey cry of “State Medicine,” with all 
of the imaginary horrors that go with such an 
imaginary ogre. 

And then again suspicion against the expand- 
ing public health movement was more than a 
little aggravated during the trying depression 
days of 1929-30 and ’31, when private physi- 
cians saw their incomes dwindle while the public 
clinics steadily grew as more people became 
impoverished and unable to pay a physician. 
Now that the “smoke of battle is clearing away,” 
we can get a clearer perspective of the situation, 
and we find a much better understanding than 
ever before existing between the physician and 
the health officer ; and we see a clearer, if not a 
clear cut, line of demarcation between the fields 
of preventive and curative medicine. 

Public health has during the past two or 
three decades developed into a specialty of 
medicine—just as much a specialty as eye, ear, 
nose, and throat work, or as surgery. That 
being the case, there are bound to be certain 
borderland zones between general practice and 
public health. The problem of relationship be- 
tween the health officer and the physician has 
largely been solved, however, by the public 
health official limiting his work strictly to pre- 
ventive medicine, and leaving curative medicine 
entirely in the hands of the private physician. 

The private physician, on the other hand, not 
willing himself to carry on preventive clinics for 
large groups and yet realizing that the public 
demands them for the poorer element, while at 
the same time realizing that the people in the 
upper economic levels will always prefer to be 
immunized by their own family pysician rather 
than be herded like cattle through time consum- 
ing group clinics, is beginning to accept the 
health officer as an ally, rather than an antag- 
onist, especially when even the most pre- 
judiced of physicians will favor and approve 
the sanitation programs and the protection of 
water, foods, and milk supplies and the various 
other protective services rendered by the modern 
health department. 

The private physician, of course, whether he 
wishes it or not, must to a great extent practice 
preventive medicine in the every day routine of 
his profession. 


Every case of malaria which the practitioner 
cures is a focus of disease eliminated, from 
which the infection might otherwise have been 
carried with the aid of an anopheles to other 
persons. Every case of syphilis that he treats 
represents one focus of infection less, and the 
same is true of tuberculosis and hookworm and 
the acute contagious diseases. 

Regarding the latter, it is really the general 
practitioner who first sees communicable disease, 
and it is upon his diagnosis that the fate of the 
community depends as to the spread of this 
particular disease ; and although the quarantine 
and precautionary instructions are in organized 
communities attended to by the health depart- 
ment, it still is largely the influence of the family 
doctor that makes the quarantined family obey 
or disregard quarantine. 

So you see, whether we wish it or not, the 
practice of medicine and the practice of public 
health are both intimately tied up together, 
and are to a great extent interdependent. 
There should be little or no points 
of difference between the practitioners of medi- 
cine and public health, and the few points of 
friction that do arise, arise either because of 
some petty acts of tactlessness and lack of 
judgement on the part of the health officer, or 
a lack of understanding on the part of the 
physician. 

Now as regards the tact and the judgement 
of the health officer, as long as he is going to 
he selected to his office by political preferment 
rather than for personal qualifications, we may 
expect good, bad and indifferent health officers, 
depending almost on the whims of chance. But 
where an official shows a sincerity of purpose, 
an honest zeal, and a sympathetic attitude of 
understanding towards the medical prefession, 
he is most apt to accomplish a great deal of 
good in his community with the backing and the 
aid of the medical profession. 

On the other hand, if he shows an arrogance 
of power, or a greater interest in local politics 
than in public health, he will not only antag- 
onize his medical confreres, but will most 
probably fail to accomplish his aims in the 
community. 

The private physician, on the other hand, if 
he has kept abreast of the times, will realize 
that he is living in a period of upheaval and 
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overturn, when the “old order changeth and all 
things are new,” and that public health is 
definitely a product of this social revolution ; 
that he cannot like Joshua command the sun 
of evolution to stand still. Neither can he 
imitate Canute and vainly try to halt the tide 
of changing social conditions. The private 
physician will therefore accept public health 
and attempt to guide it along sane and sound 
lines of procedure. 

Up to this point, I have presumed that the 
average physician is interested in public health 
because of the high ideals of his profession, 
and because the very existence of public health 
is a monument to the altruistic spirit of medi- 
cine, the only profession in the world which is 
constantly attempting to make themselves un- 
necessary by stamping out diseases from which 
physicians make their living. 

It might be in order now to suggest that not 
all physicians are completely convinced as to 
the wisdom of the public health movement and 
some are perhaps selfishly concerned lest these 
preventive activities will ultimately affect their 
individual practice. 

To this group I might point out that any 
movement which succeeds in preventing those 
diseases that have in the past killed out babies, 
children, and young people, is going a long way 
towards furnishing them with older groups of 
patients with their degenerative diseases, and 
their ability to pay their physician for keeping 
In that 
respect, public health is preserving the “goose 


them alive and treating their maladies. 


that lays the golden egg,” because people who 
pass the age of 40 are not only concerned about 
their health, but are usually able to pay a 
physician for his services to them. 

By the same token the public health movement 
that aims to reduce the maternal death rate is 
attempting to train the mothers of the com- 
munity to employ a physician instead of a mid- 
wife, and to see that physician in the early 
stages of pregnancy. 

In the same manner the parents of the pre- 
school child are directed to the family physician 
and the specialist and the dentist in an effort to 
have the youngster’s physical defects corrected 
And the school child 
is likewise directed to the doctor and the dentist. 
Thus is a community trained from childhood on 


before he enters school. 
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to visit their doctor and their dentist at frequent 


intervals even for minor ailments, rather than 
wait for a serious breakdown. 

It requires little or no vision on the part of 
a doctor to recognize the fact that a certain 
amount of corrective work fostered by the 
public health forces is a definite asset to his 
professional and financial interests. 

And pursuing this thought further, it is quite 
possible for the physician of the future to be 
as much interested in preventing diseases in his 
At 
least one branch of medicine has already adopted 
this type of practice. 
at least as much of their time to seeing well 


patients as he is today in curing them. 
The pediatricians devote 


babies as to treating sick ones; and it would 
seem to me that the average pediatrician would 
make a rather poor living at best if he limited his 
practice to the cure of sick babies only. 

As a final argument to the physician who 
looks with a certain amount of suspicion upon 
the ultimate effects of public health upon his 
practice, I might remind him that in practically 
every instance the prosperity of the physician 
depends upon the prosperity of the community 
in which he lives and practices. I might also 
point to a fact that has been verified by statistics 
over and over again: that the physician is 
subject to economic pressure the same as other 
folks, and that the number of physicians to the 
population actually varies directly with the 
per capita wealth and other evidences of ma- 
terial prosperity. 

Any malaria-ridden section may support a 
few physicians. But only after that section 
is properly drained and malaria entirely driven 
out, is it possible to develop a more prosperous 
community that will support a large population 
and a large group of physicians. 

In conclusion, I want to point out that public 
health is a product of organized medicine and 
that the health officer is or should be a physi- 
cian practicing his specialty with the aid, the 
cooperation, and the backing of his profession. 

There should no longer be any points of 
friction between the health officer and the pri- 
vate physician, because it is comparatively easy 
to draw lines between the fields of preventive 
and curative medicine. 

Several decades of practical experience have 
taught the health officer the health needs of a 
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community, and the best way to meet those 
needs. 

If he has resorted to wholesale vaccination 
and immunization clinics in an effort to stamp 
out diseases, he has done it only because the 
practicing physician has refused or failed to do 
this work. ‘The same is true as to other phases 
of public health work ; and wherever the private 
physician has attempted to do preventive work, 
he has had the earnest support of the health 
officer. 

The private practitioner has always done a 
certain amount of preventive medicine, and the 
trend is definitely to his doing more and more 
of it, as the public is getting to accept and de- 
mand this type of practice. 

Medicine of the future will concern itself with 
the causes of disease with special reference to 
prevention, so that we will eventually diminish 
or eliminate a great many of the ills to which 
human flesh is now heir. 





SOME OBSERVATIONS ON OSTEO- 
MYELITIS OF THE MAXILLA IN 
INFANTS WITH REPORT OF 
A CASE 
By 
J. W. JERVEY, JR., M. D., GREENVILLE, S. C. 


It was believed when this investigation was 
entered upon that there would be something 
very unusual and quite interesting to record, 
but so much is written where, with rare excep- 
tion, so little need be said. After a considerable 
amount of study, search, and inquiry, the results 
are presented as a review of a rather extensive 
literature, the correction of some manifest errors 
(possibly the making of a few more), and the 
expression of an occasional thought which it is 
hoped may serve to arouse the reader’s interest 
in this communication concerning an easily 
recognized clinical entity of somewhat uncom- 
mon occurrence. 

The accordant title of this paper was chosen 
for the simple purpose of trying to avoid con- 
fusion in the literature on the subject. Despite 
the howls of many to the contrary, there is 
yet, it seems, considerable doubt as to the 
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presence of true bone marrow in the maxillary 
bones of infants. The question is largely of 
academic interest, as we are quite familiar with 
the clinical entity, regardless of its meticulously 
accurate histo-pathologic picture, which, in so 
far as it has been possible to determine, has 
not been satisfactorily described. Nevertheless 
it is of interest to review the opinions of others 
and satisfying to draw one’s own conclusion. 
A great deal of work has been done on the de- 
velopment of the maxillary bone, but micro- 
scopic description is lacking in monographs on 
the subject and, of many consulted, no text 
book on anatomy gives the slightest space to 
histologic structure. Also in texts on embryo- 
logy there is a strange paucity of references to 
this question. It would seem that the presence 
of bone marrow in the maxilla has been accepted 
as axiomatic, but the proof is not yet. 

Brown Kelly (4), who in 1904 in England 
wrote an excellent and often quoted paper on 
this disease, seems to have been rather uncertain 
as to whether the condition is a periostitis, (the 
maxilla, however, has virtually no periosteum 
(15) ) an osteitis, or an osteomyelitis. In 1912, 
Gilmer (5), discussing a paper by Babcock, 
appears to have been the first in this country to 
suggest that kindred disease in the mandible 
should be known as a suppurative osteitis be- 
cause of the absence of bone marrow. In an 
article published in 1929, Davis (12) gives con- 
siderable space to the argument, basing his con- 
tention for the use of the term osteomyelitis on a 
fine and apparently unwarranted distinction in 
the meaning of the word myelin. According to 
Whiting and Stimson, he says, myelin means 
all soft parts which contribute to the nourish- 
ment of bones. He refers to myelin as a sub- 
stance, as an element or organ, and finally as 
cells, and his argument is not convincing. In 
the same year, Wilensky (15), writing on 
osteomyelitis of the jaws makes the statement, 
“In both the upper and the lower jaw there 
is no true marrow cavity.” In Germany in 1933 
Riegele (17), in a rather extensive treatise, 
gives one line to the statement that histologic 
study shows the presence of hemopoietic bone 
marrow in the maxillae of the new born. No 
further description of the microscopic picture 
appears to be given, although the work is pro- 
fusely illustrated with macroscopic drawings to 
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show the presence of marrow. He agrees with 
van Gilse that a marrow cavity is not consis- 
tently present. 
young fetuses including human, rat, and cat 
material, Jordan (21) states, “The small areas 
of cancellous bone show only a wide meshed 


After examining sections of 


connective tissue with numerous osteoclasts but 
neither developing red cells nor granular leuco- 
cytes. I should be willing to give it as my 
opinion that this bone, certainly after earliest 
infancy lacks hemopoietic bone marrow.” Until 
it is proven indisputably that true bone marrow 
is present, suppurative osteitis is presented as 
the more nearly accurate descriptive term. 
White (20) as late as April, 1935, states that 
only thirty-six cases are reported in the litera- 
ture. In the material at my disposal definite 
reference has been found to at least sixty cases, 
the utmost care having been taken to eliminate 
duplicate references. Of these, three appear to 
have been bilateral (7, 10, 20). 
case which is here reported I am familiar un- 


3esides the 


officially with one other unquestionable case in 
a luetic family in my own community. This 
case has never been reported. While many 
men have practised for years without seeing a 
case, osteomyelitis of the maxilla in the new 
born is probably not a rarity. 

Alexander Douglas (3) has wrongfully been 
given the credit for the report of the first case 
in England in 1898 (14). Inno paper save that 
by Kelly, so far as could be ascertained, has 
credit been given to G. A. Rees (1) for his 
clear cut case in 1847. In neither report was the 
title “Osteomyelitis of the Maxilla” used, but 
both were of children about three weeks old 
and there can be no doubt as to the entity de- 
scribed in each. Douglas himself gave credit to 
D’Arcy Power for a previous report in the 
British Medical Journal and said that Power 
stated he had been able to find only one case 
reported, and that fifty years before his own. 
This reference must have been to Rees, although 
no name is given. He was apparently not 
familiar with the report by Dujardin (2) in 
1888 of a case which is generally accepted as 
one of osteomyelitis of the maxilla although it 
was described under the title of “Phlegmon of 
the Orbit in a Newborn.” Posey (6) in 1912 
seems to have been the first to describe a case 
in this country. 
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Considerable argument has centered about the 
Wilensky (14) 


is convinced that practically all cases are hem- 


pathogenesis of this disease. 


atogenous in origin, some trauma in the mouth, 
or some skin lesion serving as the portal of 
entry and a septic thrombus with resulting 
thromboangeitis occluding one or more branches 
of, or the entire, internal maxillary artery. His 
reasoning is logical, his conclusions sound for 
individual cases. Paunz is of the opinion that 
disease of the antrum is responsible for the 
majority of cases. Posey shared this opinion. 
In spite of statements to the contrary, there 
is no doubt that the antrum of Highmore is 
present at birth, although it may be quite small, 
and there is reason to believe that as we often 
see a well developed mastoid soon after birth, 
so may we at times find in an infant a well 
developed antrum quite capable of harboring 
infection which by contiguity may result in the 
disease On the other 
hand, necrosis has been found throughout the 


under consideration. 


whole alveolar process with no infection in the 
antrum (8). Infection in tooth buds is held 
responsible as the primary factor at the Koerner 
Clinic, a view also expressed by Kelly, and it 
is certain that many a case has cleared up 
quickly after the removal or discharge of a 
rudimentary tooth. Discharge of teeth would 
seem to imply disease of the maxilla itself rather 
than that of the antrum (11). Poncher, Blay- 
ney, and Lederer (18, 19) have quite recently 
meticulously reported a case with convincing 
histologic studies to show that the disease may 
originate in the nasal mucosa itself, in this 
case in the inferior turbinate, and spread by 
continuity to cause a widespread involvement 
of the maxilla. Many cases can be explained 
simply as an infection beginning in some spot, 
observable or not, devitalized by trauma, and 
spreading directly from there by continuity. 
After all, there is really no room for argument 


as the pathogenesis obviously varies with many 


factors in each individual case. 

Wilensky, as Kelly before him, sees no reason 
to differentiate between osteomyelitis of the 
maxilla in the new born and that in the adult, 
and with some reason too, yet the condition is 
so much more frequent in infants, and the 
conditions 


anatomical 


so different, that the 
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distinction will seem warranted to most investi- 
gators. 

Jacteriological reports as to causative organ- 
isms are incomplete and probably none too 
accurate, due to the great chance of secondary 
invaders in this location. Staphylococcus has 
been most frequently found (7, 20), although 
streptococcus, and pneumococcus have been met 
with occasionally. It has been interestingly 
noted that in no case has a positive Wassermann 
been reported (20). 

With relief it may be observed that remaining 
matters for discussion concerning this topic give 
little basis for further argument or disagree- 
ment. The clinical picture is commonly typical 
and the following case will serve to refresh 
memories that may be spent. 








Showing physical appearance two years after onset 
of illness. Note considerable thickening of the 
soft tissues over the lower portion of the right 
maxilla. 





A baby two weeks old was referred from a 
neighboring town. For three days there had 
been a rapidly increasing swelling over the 
right side of the face. There was no history 
of trauma, and delivery was without instrumen- 
tation or unusual difficulty. Pus had begun to 
discharge from the right side of the nose a 
few hours before he came to the hospital. The 
mother said the child was already better when 
I first saw him, yet he was obviously acutely 
ill and temperature was somewhat above 103. 
(It may be stated here that the infrequency of 
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high fever reported in this disease (20) is 
more than likely due to the fact that most 
cases when seen by the author who described 
them have already passed beyond the most acute 
stage of the illness, which progresses rapidly 
to a brief climax of intensity following which, 
if the patient lives, resolution is slow). The tis- 
sues of the right cheek were swollen, indurated, 
and of a purplish hue. The eye on the affected 
side was closed, due to the edema from an 
orbital cellulitis, and the conjunctiva was in- 
flamed. The eyeball itself was clear. (Eye 
symptoms occur in virtually all cases (7) ). 
Thick creamy pus was streaming from the right 
naris. There was no edema of the hard palate. 
Three small draining fistulae were observed on 
the outer aspect of the alveolar ridge, one in 
the canine area, and the other two further back. 
A probe could enter no cavity. With no treat- 
ment save gentle cleansing, within twenty-four 
hours the temperature had dropped to normal, 
where it remained, and the child was allowed 
to return home to remain under the care of 
the local physician The little patient has been 
followed and is making a gradual and uneventful 
recovery. To date, nearly two years since the 
onset, there is still considerable induration over 
the right maxilla in the lower half. A small 
persistent sinus just posterior to the canine area 
continues to drain and a probe touches rough 
hone here. A slight purulent discharge from 
the right side continues at all times. There 
have been no complications and the child has 
had no illness since the acute condition sub- 
sided. General condition is execllent. 


‘Complications occurring are those to be ex- 
pected from the nature of the disease and its 
location. Mentioned in the literature are parotitis 
(13), gastro-intestinal disturbances, multiple 
abscesses, especially in the hands, exophthalmos 
(7),meningitis, and brain abscess (16). Sep- 
ticemia of course at times exsts, but cavernous 
sinus thrombosis has never been mentioned, 
although its frequent occurrence would appear 
to be reasonable. 

Treatment is conservative, simple cleansing 
measures being often sufficient, and when any 
surgery is done it should be of the most con- 
servative type, sequestra being removed through 
as small openings as possible, and incisions 
whenever indicated limited if possible to the 














inside of the mouth. Disfiguring scars are apt 
to follow external incisions (9). Radical surgery 
has occasionally been performed, but its use 
today is disapproved by virtually all observers. 

Prognosis is grave since the mortality is 
about 25%. If the patient survives the acute 
attack, prognosis so far as life is concerned is 
excellent, although convalescence is slow. Denti- 
tion will naturally be affected to some extent 
in all cases. Opinions conflict as to the disfigure- 
ment resulting from this disease. Here again 
there is obviously no room for argument and 
no ground for any dogmatic statement other 
than that the deformity in each case varies 
directly with the extent of necrosis and the 
subsequent loss of structure. 


SUMMARY 


Disappointment was experienced at finding 
such an extensive and rather confused literature 
on the subject at hand. A fairly complete dis- 
cussion is given as to whether or not “‘osteo- 
myelitis” is the correct term to be used here. 
Frequency of this disease is recorded and an 
effort made to give priority credit where it is 
due. Pathogenesis is discussed and a typical case 
is reported, followed by some comment on 
complications, treatment, and prognosis. 

The logical conclusion to draw from this 
study is that the disease under consideration is 
a clear cut clinical entity of fairly common oc- 
currence and needing from a practical point of 
view no further particular elucidation. 
list of 
which were used in the preparation of this 


There follows a references, all of 
paper, and each of them contributed something 
to its completion. Many other references yielded 


only negative information. 
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WHAT DOES YOUR PROFESSION 
MEAN TO YOU? 
By 


CARI. B. EPPS, M. D., F. A. C..S., SUMTER, S.C. 


When a man passes his twenty-fifth mile- 
stone in any vocation of life, perhaps he is 
justified in pausing for a moment to glance 
backward over his shoulder. 

A panorama of burning, youthful ambition, 
and a long streatch of dreams,—some realized, 
and some lost,—lie spread before him. Here 
the bright memory of a joyous reward, and 
there the dull scar of a bitter disappointment. 
And then he awakes from his reveries to the 
urgent work that still beckons him onward. May 
the lessons of the past be not in vain. 

So come with me for a few minutes. Let 
us see where the profession of medicine has 
led us in the past, and where we must walk in 
the future. If at times the discourse becomes 
personal, it is only because of the necessities 
of the discussion. 

Some of the elemental needs of man are 
shared with the lower animals. Eating, sleeping, 
resting, procreation, and a place to live, are 
also necessities to the dumb creatures. So, 
while not despising these lesser things, if we 
wish to rise above the animal elements inherent 
within us, we must cultivate the better things 
of the mind and spirit. And no calling offers 
a wider field for high development in these 
greater things than does our own worthy pro- 
fession. No claim is made here that the doctor 
must pass all of his time in psalm-singing, al- 
though some of this will greatly benefit the 
singer. Goodness of heart is not exhibited by 
the self-confessed righteousness of the Pharisee 
who lifts his skirts from contamination, and 
passes by on the other side, but rather by the 
humble Samaritan who stoops to bind the 
wounds of the bleeding wayfarer. 

Let us for convenience divide the doctor's 
career into three loose divisions; first, his 
preparation ; second, his work; and third, his 
reward. 

I have never heard a physician express the 
opinion that he had spent too much time in 
preparation. I believe, however, that too long 


Read before the Ridge Medical Society, Batesburg, 
S. C., August 16, 1937. 


a period spent in hospital work may cause a 
man to be less fit to cope with actual experiences 
when thrown into outside practice. He learns 
to lean too heavily upon others, and upon the 
laboratory. I believe that the matter of how 
much time the student will spend upon prepara- 
tory education will to a large degree be deter- 
mined by the amount of yearning that he has 
for education, and the amount of money that 
he can secure to spend upon it. Undoubtedly 
the cost of medical education is now entirely 
too high. It is a terrible and unjust burden on 
the average medical student with whom I have 
talked. There should be scholarships for 
worthy medical students, and we doctors 
should do all in our power to bring this about. 
If the medical student, who will spend so much 
of his life in charity work for the public, is 
not worthy of substantial aid in obtaining 
his education, then who is? But unless we fight 
for our rights in this we will get nowhere. If 
we play the role of the shy, blushing violet, we 
will be left to wither with the violet, while less 
worthy, but more aggressive selfish interests 
exhaust the taxpayer’s money. | will have more 
to say along this line later in my discourse. 
Tuition at medical colleges, especially at those 
that enjoy large appropriations from the state, 
or that have heavy endowments, appear un- 
nesessarily high. An impartial investigation 
along this line would not be amiss. 

Now to come to the actual work of the 
doctor. If he expects to enter a specialty, I 
believe that it is to his own advantage, and 
certainly to the advantage of his patients, that 
he spend a while in general practice. The 
various human organs are so closely related, and 
interact so definitely upon each other, that he 
cannot possibly be as good a doctor for some 
certain part of the body, having handled only 
that part,, as he would be if he had handled 
the entire body in actual experience. Now, I 
realize that giving expression to such beliefs 
is flying directly against the present practice of 
receiving an M. D. degree, spending a year 
or two in a hospital, and coming out as a full- 
fledged “specialist” in this, that, or the other 
thing. But then, this article aspires to tell 
the truth, letting the chips fall where they may. 
In this connection may be mentioned the com- 
ment of the eminent Italian surgeon, Dr. Andrea 























Majocchi, who, after visitiing the Chicago 
stock yards, and also our great surgical clinics, 
drew an analogy between them. He compared 
the potentially able men working in stock-yards, 
who are reduced to the labor stature of cretins 
by the belt system, causing each man to do his 


little automatic act, one removing hoofs, one 
horns, one ears, etc., to our physicians and 
surgeons who specialize in one disease, or one 
section of the body. To him efficiency is worth 
little when it is gained at the cost of many-sided 
activities that bring familiarity with every ill 
of humans. 

I believe we are becoming too prone to look 
upon a patient not as a many sided personality, 
but rather as a pair of eyes, or ears, or an 
abdomen, or a hip joint, a heart, or a couple 
of kidneys, or a pair of lungs. We must always 
remember the controlling brain, the individual 
personality. We cannot judge correctly without 
weighing such elements as hysteria, self-pity, 
family peculiarities, deception, and abnormal 
sensitiveness to pain. In other words, we get a 
restricted, partly correct view by too narrow 
“tubular view,” 
looking through a narrow cylinder. 


specialization, the so-called 

Getting the views of other men is a great 
aid in broadening our own horizon. Reading 
articles, hearing discussions at medical meetings, 
and attending medical and surgical 
all valuable aids. 

All work and no play makes Jack a dull boy 
in medicine as well as in anything else. We 
should each have a hobby and take time for 
recreation. 


clinics are 


Some doctors have found much 
pleasure in music, some in golf, a few in 
politics, many in hunting and fishing, Some 
have a farm as a side line, and in many cases 
the farm gradually weans him away from 
medicine largely, or entirely. A considerable 
number have taken up writing as a hobby, some 
making quite a success at this work. Personally, 
I have found much entertainment in hunting, 
fishing, and politics, or, as I prefer to call it, 
studying government affairs. 

A practical knowledge of and interest in 
government is becoming more and more impor- 
tant to the doctor. According to present trends 
he will soon be metamorphosed from an in- 
‘dependent, highly responsible member of a 
great, forward marching profession into a de- 
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pendent, time-serving, uninterested and un- 
interesting, serial-numbered public drudge. A 
mere manikin, a time-clock pusher, without 
ambition, and with no hope of advancement. 
And you will no longer have a personal, vital 
interest in your patient. He will have become 
a mere piece of flesh that no longer challenges 
your best effort, but shuffles through your hands 
like a sock through the hands of a hosiery mill 
inspector. No longer can you build up a private 
practice through good work, for you will have 
your tiresome routine cut out for you from day 
to day. Your tread mill existence will remove 
your chief incentive to keep abreast of your 
profession. Don’t fool 
yourself, you won’t have any; it will become a 


Your “profession”! 


sorry trade. 

If this picture does not appeal to us, then we 
had best be up and fighting for our rights, and 
for the welfare of our patients. Never before 
has the public taken such an interest in medical 
affairs, and never before has so much been de- 
manded of the physician. Now we cannot as 
a group assume or demand rights without also 
Press- 
ing campaigns are being waged for such things 
as compulsory health insurance, universal vac- 


assuming and accepting responsibilities. 


cination for various diseases, and guaranteed 
hospitalization None of these things can be 
carried out without the aid of doctors. The 
public is demanding them; so the only question 
is whether we shall take command and secure 
rational procedures, and receive pay for our 
services or whether we will allow ignorant cru- 
saders and self-seeking politicians to control, 
and put over on the public, half-baked schemes, 
while we continue to do the real work free. 

In this connection, I feel that our proposal, 
submitted unsuccessfully at the last State Medi- 
cal Association meeting, to give County medical 
associations control over County health de- 
partments, is a vital step in the right direction, 
and should be pushed to a successful conclusion. 
It has met, and will continue to meet, opposition 
from certain elements, but I feel that this op- 
position can be overcome. 

Medical care of the poor is going to be paid 
for either by the public or by the doctors. Either 
the expenses will come from the state, city, 
county, or federal government, or from gifts, 
or the doctors will pay for it by giving their own 
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time, gasoline, office expenses, and drugs. The 
public health officers, nurses, and others re- 
ceive pay for their work, but we have usually 
gone unpaid. Grocery and clothing stores, coal 
and wood dealers, and electric light plants are 
not expected to give their time and goods free 
to the poor, but we are. It doesn’t make sense. 
It is an intolerable burden that we would not 
have to bear if we demanded our rights. We 
do not mind doing a reasonable amount of 
charity work, but the demands made upon us 
now are entirely unreasonable. 

The present crusade against venereal disease 
demands our attention. It is estimated upon 
good authority that 19 million people in the 
United States have either syphilis or gonor- 
rhoea, many having both. And only one in ten 
said to be under the care of licensed 
Counter prescribing 
of whom we have a _ large 
our own town, and kind hearted, personally 
experienced friends, care for the other nine- 
tenths. 
who are fully able to pay will refrain from 


are 
physicians. druggists, 


surplus in 


If free treatment is offered, how many 


going to the public clinics ? The enormous costs 


to our taxpayers of indiscriminate free treat- 
ment should be brought to the attention of the 
public. These facts should be presented to our 
legislators, clubs, civic groups, and to state, 
county, and city officials. 

Various plans have been devised to combat 
the evils of free public clinics. One that has 
met with considerable Cleveland, 
Ohio, is the so-called Cleveland Dispensary 
Admissions Plan. Those who apply for free 


success in 


treatment are carefully classified. If the person 
is obviously a charity case, he is referred direct- 
ly to the dispensary. If not, he is referred to 
the physician of his choice. The doctor does 
one of four things. He treats the patient for 
whatever fee agreed upon; or he treats him 
free; or upon a deferred payment plan; or he 
sends him to the free dispensary. It is claimed 
that at least 3,000 patients were saved to the 
private physicians of Cleveland in one year 
under this plan. 

When we cry out against the oncoming danger 
of socialized medicine, we are not crying “wolf” 
when none are near. England has had state med- 
icine since 1911, and a recent report from 
London says, “It has reduced the practice of 
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medicine from a profession to a trade, made 
slaves of the doctors and druggists, and has 
bred in the people a dangerous reliance upon 
hurried and inefficient doctoring which has 
caused a serious decline in the national health 
average.” This report is from John S. Steele, 
writing in the Chicage Tribune. 

Doctors and laymen must take a more sensible 
business-like view of sickness. Many people 
can find money to buy automobiles, radios, and 
refrigerators, all of them often being luxuries, 
while they claim that they cannot find money for 
medical attention They must be 
taught that, as Dr. Morris Fishbein has said, 
“People can have operations, and babies, too, 
on the installment plan.” 

Now, let us consider the rewards of our 
profession. At times when we hasten to answer 
a hurry call at 1 A. M., and find it to be just 
a common drunk, we feel that all is vanity. Or, 
when we do our best to save a human life, 
and then hear bitter criticism, we wonder if it 
is all worth while. Or we do some work of 
which we are quite proud, and the ungrateful 


necessary 


patient not only fails to remunerate us, but 
knocks us to his next medical dupe, we feel 
that perhaps we should be back on the farm 
gazing into the honest eyes of old Pete, the 
mule, or old Bossy, the cow. 

But the picture has another side. We find 
grateful patients, also. We attend a poor fellow 
through a desperate attack of pneumonia, or we 
cure him by an operation, and he comes back, 
and expresses his gratitude, and also pays you, 
and you feel that your life is being well spent. 
Our rewards may be classed under three heads. 
First, we have the very deep satisfaction of 
relieving human suffereing and saving human 
life. No other calling offers such numerous 
opportunities for this service to our fellow men. 
Second, our lives are filled with interest. We 
see new things in pathology, new phases of hu- 
man psychology, and absorbing studies in human 
nature from day to day, no matter how long 
we practice. And, third, if we mix a little 
business sense with our scientific endeavours, 
we may reasonably expect a comfortable living. 

If we look about us, observe the merchant, the 
lawyer, the farmer, the mechanic, the soldier, or 
the sailor, we find that they probably get no 
more, if as much, from life. We love to speak 














of ours as a life of sacrifice. But I would 
rather look upon it as a life of service. And 
nothing spent in service to humanity, and there- 
fore to God, is ever sacrificed. 





CASE REPORT 
PELLAGRA 
By 

SHAW, M. D., 


ARTHUR E. COLUMBIA, S. C. 


In May, 1937, an acute outbreak of pellagra 
oecurred at the S. C. Industrial School for Girls. 
As physician in charge of this intsitution I was 
called to see several of the inmates whose ages 
ranged from 12 to 17 years. To be exact, 
there were nine girls affected, all husky, well 
developed children who had been inmates of the 
School 3 or 4 months with marked pellagra 
symptoms, skin eruptions of the glove cuff type 
on the hands, elbows, face, and neck, with the 
characteristic coloring, intestinal symptoms of 
indigestion, flannel redness of the tongue and 
characteristic odor to the breath. Well it cer- 


PROGRAM FOR FOUNDERS DAY, MED- 
ICAL COLLEGE OF THE STATE OF 
SOUTH CAROLINA, NOVEMBER 
4, 1937 

ROPER HOSPITAL 


10 :00—10:30 A. M. __ “Traumatic Abdominal 
Surgery” 
Dr. James C. McLeod, Florence 
10:30—11:00 A. M. “Cardiac 
Dr. J. Heyward Gibbes, Columbia 
11:00—11:30 A. M. _- 
Management of the Third Stage of Labor” 
Dr. J. Decherd Guess, Greenville 
11:30—12:00 A. M. 


agnosis” 


Pain” 


“Some Problems in 


“Neurosurgical Di- 
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tainly was a puzzle to know where it originated, 
as the entire school population, faculty and 
food 


teachers had _ identical from ,the 
kitchen. Upon investigation we found that the 
nine affected girls were located in a separate 


building in a restricted zone, so to speak. Then 


same 


we began to get on the right track. To make 
a long story short, we found that these girls 
were employed on the farm, and on investi- 
gating our ideas, learned from the late Dr. J. W. 
and Dr. J. J Watson that corn 
(defective) was the main offender in this part 
of the world. We finally obtained our clue from 
one of the girls that they had a habit of taking 
ears of yellow corn cut last year in an immature 
They would take 
2 or 3 handfuls of this corn and take it down 
to the heater, roast it and eat it. 


Babcock 


state for ensilage purposes. 


This process 
we stopped immediately. Put the nine girls on 
a corn free diet and gave them one tablespoon- 
All the 
patients were absolutely well by the last week 
in June. Those who don’t believe in the spoiled 
corn theory may investigate at the school. 


ful of brewers yeast four times daily. 


Dr. Fredirick E. Kredel, Associate Pro- 
fessor of Surgery, Charleston 
12 :00—12:30 P. M. __ “Treatment of Lobar 
Pneumonia” 
Dr. William H. Kelly, Associate Professor 


of Medicine Pathology Laboratory, 


Charleston 


ff eee Pathological Conference 
ie a nannies des Banquet 

Address—“Some Literary Physicians.” Dr. 
Irving S. Cutter, Dean and Associate Pro- 


fessor of Medicine, Northwestern University 
of Chicago. 
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NEW PLANS COLUMBIA MEDICAL SOCIETY 
THE RECORDER 


The Columbia Medical Society is now the 
largest constituent County Medical Society 
Unit in the State and is growing rapidly in 
membership. The new plans went into effect 


with the October meeting when the far famed 
pediatrician, author, and teacher, Dr. Isaac 
Abt of Chicago was the guest speaker. A large 
number of physicians including officers of the 
State Medical Association attended this meet- 
ing. The plan is to invite a nationally known 
speaker for each monthly meeting. At the 
next meeting Dr. Irvin Abell, President of 
the American Medical Association, a disting- 
uished surgeon of Louisville, will be the guest 
speaker. A Dutch dinner will be tried out 
during this coming year at each meetiing, 
with time for social contacts. 

One of the greatest innovations is that of 
the publication by the Society of a monthly 
Bulletin. The first number has reached our desk 
and it is highly creditable from every stand- 
point. A Publication Committee will be respson- 
sible for the editorials and for the general man- 
agement of the Bulletin. One of the unique 
features is that of the publication each month 
of the names of the members of the Columbia 
Medical Association. It is hoped that the 
circulation may be extended beyond the member- 
ship of the Columbia Medical Society as the 
income grows from advertising. The first 
number compares favorably with the Bulletins 
from much larger County Medical Societies. 
The Journal welcomes this new publication 
most heartily. 





COUNCIL HAS IMPORTANT MEETING 


At the request of President Stokes the 
Council met in Columbia on October 13. For 
some time the President has had under con- 
sideration plans for increasing the interest and 
membership of the State Medical Association, 
and these plans he outlined at the called meet- 
ing of the Council. In brief the idea is to 
bring about a more intensive cooperation on 
the part of each Councilor and each Councilor 
District with all the officers of the State Medi- 
cal Association. This will be done by per- 
sonal visitation on the part of the Councilors 
and officers of the Association and by direct 
communication with physicians who are eligible 
to membership. President Stokes believes that 
the District Societies by virtue of their larger 
membership and territory have in them the 
possibility of greater stimulation of the County 
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Medical Societies if properly orientated to that 
end. The Council concurred with the Presi- 
dent unanimously and enthusiastically, and 
these plans are now being carried out. Presi- 
dent Stokes further believes that if organized 
medicine is to accomplish all that it should, 
every eligible physician must perforce become 
a member of his County Medical Society. 
The President submitted his recommenda- 
tions for the appointment of committees to 
carry on the work of the Association for the 
ensuing year. These were also approved. 
Plans were discussed by the Council for the 
meeting at Myrtle Beach in 1938. 
ters were given due consideration by 


Other mat- 
the 
Council. There are a number of new Councilors 
on the Board now, and all of them entered 
upon their duties very earnestly, and good 
results are expected to follow their efforts. 





CONFERENCE OF STATE SECRETARIES AND 
EDITORS OF STATE MEDICAL JOURNALS 


On November 19th and 20th the 


taries and Editors will have their annual meet- 


Secre- 


ing at the Headquarters of the American 
Medical Association in Chicago. This organi- 
zation is now conceded to be one of the most 
powerful influences in American Medicine. The 
meeting lasts for two days and nights and 
most of the important phases of organized 
medicine and medical journalism are discussed 
The 
place of meeting is ideal and inspiring for 
each Secretary and Editor. The 
the Medical 
tion always meets at the same time and place 


and general policies are agreed upon. 


Board of 


Trustees of American Associa- 


and this also is an inspiration to the members 


of the organization. The Secretary Editor of 
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Association has 


Carolina 


the South Medical 
never missed a meeting, and the organization 
has been functioning about a quarter of a 
century. In this connection the Southern Med- 
ical Association has instituted a conference of 
the State 


This second con- 


the Secretaries and Presidents of 
Societies within its borders. 
ference will be held in New Orleans, Tuesday, 


November 30, 6:30 P. M. 


THE POST GRADUATE COURSE AT DUKE 
UNIVERSITY 
An invitation has been extended to the 
members of the South Carolina Medical As- 


sociation by Duke University to attend the 
12, and 


13 on Obstetrics, Gynecology, and Pediatrics. 


graduate courses there November 11 


These courses have grown in interest each 


year and attract a large number of physicians 
from this and other states. The speakers have 
been drawn from many of the great Univer- 
United States. We 
members to bear this splendid opportunity for 


sities of the urge our 


refresher courses. 


THE S. C. SOCIETY OF OPHTHALMOLOGY AND 


OTOLARYNGOLOGY MEETS IN COLUMBIA 


The State Society 
Throat specialists is 


of Eye, Ear, Nose, and 
now one of the largest 
specialty societies in South Carolina in point 
of membership. The meeting in Columbia 
on November 9th promises to surpass any 
other meeting hitherto held in attendance and 
interest. The officers and members encourage 
the attendance of any of the members of the 
State Medical 
interested in the program. 


Association who are at all 
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OBSTETRICS AND GYNECOLOGY 





J. D. GUESS, M.D., GREENVILLE, S. C. 


—_——@—— 


QUERIES AND ANSWERS 


The questions today have a bearing on the 
matter of prevention of puerperal sepsis. They 
are straws in the wind indicating an increasing 
interest in this important subject. They have 
been asked verbally by several different doctors. 

To The Editor: 


ginal examinations of women in labor. X. Y. Z. 


Discuss rectal versus va- 


Answer: Both types of examination allow the 
examining finger to explore the pelvis and its 
contents. The roominess of the pelvis, the 
prominence of the ischial spines, the prominence 
of the sacral promontory can be equally well 
determined by either method. Similarly the 
degree of descent of the presenting part can 
be ascertained. Thus far then the information 
yielded by the finger in the rectum and the 
fingers in the vagina are about the same. 

The cervix in more easily examined by the 
intravaginal finger. Its length, thickness, soft- 
ness, and degree of dilatation are usually more 
readily recognized, and particularly is this the 
case if the presenting part is not engaged. Simi- 
larly suture lines and fontanelles are more 
surely felt. However, if the head is fixed so 
as to offer counterpressure to the intrarectal 
examining finger, all this information can be 
recognized after a little practice and experience. 
It will be only the very rarely encountered 
greatly thinned out cervix without dilatation 
that will fool the examiner, and only an oc- 
casional case where the rectal examination will 
not furnish the needed information. 

The vaginal examination to be safely made 
demands that the patient be shaved and scrubbed 
and the examining hand be incased in a sterile 
glove. For rectal examination, the technique 
need not be sterile. The objection that intra- 
cervical invagination of the upper vaginal wall 
is a source of danger, tending to introduce 
pathogenic organisms into the uterus, is well 
founded, but the danger is not as great as is 
that of so introducing such organisms by the 
finger which has passed first through the lower 
two-thirds of the vaginal passage. 


To sum up, then, it is the opinion of the 
writer that rectal examinations of women in 
labor are less troublesome and time consuming 
to the doctor, are of less danger to the patient, 
and yield satisfactory information in most in- 
stances. However, this method of examination 
can not wholly replace vaginal examination in 
certain difficult cases. 


Question : Describe a suitable method of prep- 
aration of the perineum and vulva for de- 
livery. X. Y. Z. 

Answer. First the vulvar hair should be shav- 
ed or closely clipped. This lessons soiling from 
rectal leakage, and makes thorough cleansing 
easier. 

There is no better or more universally appli- 
cable cleansing agent than soap and water. In 
the preparation of a woman for delivery the 
perineum, the vulva, the inner sides of the 
thighs, the lower abdominal wall and the inter- 
gluteal crease (anal region) should be vigor- 
ously scrubbed with soap and water. Emphasis 
should be placed on scrubbing, for to simply 
pour soapy water over the parts is not enough. 
Many like to add a little lysol to the water. 
Others like to rinse off the soapy water with 
bichloride or cyanide of mecury solutions. 
Whether or not this adds anything of value is 
doubtful. No particular kind of soap is pref- 
erable, and a new or clean cake of octagon or 
similar soap is perfectly satisfactory. 

After the scrubbing of the parts, they may 
be painted with a solution of one of the dyes 
like mercurochrome, or with metaphen or weak 
tincture of iodine, but the writer doubts if 
this makes asepsis any more nearly approxi- 
mated. 

The parts should be rewashed before any 
vaginal examination and before any instru- 
mental interference. 

Question: Is the use of a douche in the 
puerperium good practice? X. Y. Z. 


Answer : 


No. The practice of ordering 
douches in the puerperium should be as dead 
as the dodo, and yet hospital services occasional- 
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ly receive a patient with sepsis who gives a 
history of having had a douche within a few 
days of delivery. Although it is hard to be- 
lieve, occasionally it is stated that the doctor 
ordered it. More frequently it was given with- 
out the doctor’s knowledge. Since sepsis is 
probably an infrequent result of such douches, 
they must be used fairly frequently. 

It is safer to prevent douching, tub baths, 
intercourse until after examination in the fifth 
or sixth week of the puerperium, when the 
condition of the cervix is determined. 

In case where such examination is not con- 
templated, neither of these should be allowed 
until all red lochia has ceased, and the patient 
has been up and around the house without its 
return. Red lochia indicates incomplete healing 


somewhere in the genital tract, usually at the 
placental site. It may be due to a retained 
piece of placenta, and if so the cervical canal 
remains open until it is removed or discharged. 
An aseptic douche is impossible in a vagina 
which we know is teeming with pathogenic as 
well as non-pathogenic bacteria. The douche 
water is likely to carry these organisms up into 
the uterus through an open cervix and even out 
through the tubes into the pelvic peritoneal 
cavity. External cleanliness and_ postural 
drainage are not only safe, but are measures 
which remove foul discharges and prevent odor 
more efficiently than a daily douche. Hence 
there is no excuse for douching of the vagina 


in the early weeks of the puerperium. 





PATHOLOGICAL CONFERENCE, MEDICAL COLLEGE OF THE 
STATE OF SOUTH CAROLINA 


>_< 
KENNETH M. LYNCH. M. D.. PROFESSOR OF PATHOLOGY 
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ABSTRACT No. 343 (38715) 
April 30, 1937 


Case of Dr. Bowers 


Student Norwood (presenting case) : 

A 29 year-old white woman, housewife, ad- 
mitted 4-2-37, disc. 4-16-37. 

History: Gradually increasing pain with 
menstrual periods over a period of 6 months, 
with a feeling of pressure in the lower abdomen. 
Increased frequency of urination, with some 
pain on urination. Married nine years, no preg- 
nancies. Onset of menses at 13 years of age, 
interval 28 days, duration 5 days. No periods 
of amenorrheoea, and no other abnormality of 
menstrual flow. Prior to 6 months ago, there 
had been no dysmenorrhea. Asthma and hay 
fever in spring and summer since 1933. Usual 
diseases of childhood, no other illnesses. 

Exam.: Tall, well-nourished woman, temp. 
97, pulse 70, resp. 22, BP 138/86. Eyes, ears, 
nose, and throat normal. Posterior cervical 
lymph glands palpable. Chest: Expansion fair 
and equal. Rales over base of left lung dis- 
appeared after a few respirations. Resonance 
and tactile fremitus normal. Heart: Apical 


impulse in 5th interspace 2% inches from mid- 
line. Rhythm regular. A2 greater than P2. No 
murmurs. Abdomen: “Flat, soft. Uterus en- 
larged and there is tenderness to palpation above 
symphysis and over lower left quadrant.” 
Rectal examination negative. Pelvic exam. (Dr. 
Bowers ) : “Through a speculum the appearance 
There is 
a mass the size of a small grapefruit, mostly on 


of cervix and vagina was normal. 


the left. It is fixed and seems to be the uterus. 
Nothing in right pelvis.” Remainder of exam. 
negative. 

Lab.: Voided specimen of urine before opera- 
tion completely normal, cath. spec. after opera- 
tion showed only 2 plus acetone and occ. blood 
cell. PSP test (4-2-37) 32% ist hour, 25% 
second hour. Blood (4-2-37) Hb 75% (D); 
WBC 11,725; polys 72%, lymphs 24%, eosinos 
4%. 

Course: Temp. rose to 100 the day of opera- 
tion, but returned to normal on the third day 
and remained normal, Pulse rate never above 
normal. Resp. 18-24. Operated 4-3-37. Post- 
operative course uneventful, sutures removed 
on 4-11-37. Discharged 4-16-37, thirteenth post- 
operative day. 
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Dr. McCrady (conducting): Mr. Corcoran, 
this patient started suffering from dysmenor- 
rhoea recently. Would you call that a primary 
or a secondary dysmenorrheoa ? 

Student Corcoran: .Secondary. 

Dr. McCrady: In addition to dysmenorrheoa, 
she has a mass in the pelvis. What does this 
make you think of ? 

Student Corcoran: Fibromyoma is the first 
thing to come to mind in one of this age who 
has never borne children. That could give 
dysmenorrheoa. The tumor would probably 
have to be intramural or subserous, as there was 
no increase in menstrual bleeding and no bleed- 
ing between periods. The consistency of the 
if we were told whether 
the mass was nodular and hard, or cystic, that 
would probably help us come to some conclusion. 

But it seems to me that endometriosis is the 


mass is not stated 





most likely diagnosis in a woman of this age 
who has had dysmenorrheoa for only six 
months. There is also a tendency to sterility 
in endometriosis as well as in fibroid tumor of 
the uterus. The fixation of the mass goes better 
with endometriosis than with fibromyoma. The 
blood count is slightly elevated, and that is 
consistent with the absorption of a small amount 
of blood as would occur in endometriosis. 

Ovarian cyst is a possibility, but they are 
usually associated with abnormal bleeding as 
well as with dysmenorrhoea. I believe that the 
examination would have been more definite in 
a case of ovarian cyst. 

Tuberculosis of the tube is a possibility, but 
that is usually secondary to tuberculosis of 
the pelvic peritoneum, and there is no evidence 
that this is present. I think tuberculosis quite 
unlikely. 

I don’t think that the data recorded permit 
us to make a definite diagnosis, but I believe 
endometriosis the most likely diagnois from 
what we have. 

Dr. McCrady: Generally speaking, the blood 
count is higher than this in absorbing hemor- 
rhage. And it is pretty hard to say that there 
was just enough hemorrhage in this case to 
give just that amount of leukocytosis. Mr. 
Blair, what do you think ? 

Student Blair: In the absence of pelvic in- 
fection, and with the history of sterility, en- 
dometriosis seems to me the most likely diag- 


nosis on the basis of this history and exami- 
nation. 

Dr. McCrady : Is sterility necessarily the case 
in endometriosis ? 

Student Blair: No, not necessarily, but that 
is usually the case. Endometriosis seems to 
me to be most likely, but the condition could 
be ovarian cyst or tumor. 

Dr. McCrady: What else might you expect 
in a case of endometriosis that is not recorded 
here? 

Student Blair: There might have been small 
endometrial cysts in the vagina, which would 
appear blue from contained hemorrhage after 
the menstrual period. Too, you might expect 
the rectal wall or the cul-de-sac to be infiltrated. 

Dr. McCardy: Well, we'll tell you what was 
found at operation, and then let you continue 
the discussion. There was a cyst of the left 
ovary about the size of a small orange, it con- 
tained dark fluid, and its lining was stained with 
blood. The left tube was rather loosely attached 
to the ovary, and there were no other abnor- 
malities noted in the pelvis: the other tube and 
ovary apeared normal. There was a fibromy- 
oma about the size of a pea on the anterior 
surface of the uterus, but the uterus was small 
and did not appear otherwise abnormal. 

Now what do you make of it, Mr. Corcoran? 

Student Corcoran: The “chocolate cysts” 
of endometriosis would contain dark fluid, and 
the finding of such a cyst would seem to con- 
firm the diagnosis of endometriosis. It could 
also be a lutein cyst with hemorrhage, but a 
lutein cyst would probably not be this large, 
and it wouldn’t be apt to produce severe 
dysmenorrhoea. 

Dr. McCrady: Mr. Blair, how about the pos- 
sibility of pelvic inflammation ? 

Student Blair: Well, there is no history of 
discharge, or of attacks of lower abdominal 
pain, and there was no irregularity of the men- 
strual cycle as I would expect with pelvic in- 
flammation. The blood count is compatible with 
infection, but the history does not seem to 
point that way. 

Dr. McCrady: You all seem to be fairly 
sure of your diagnosis. Suppose this was a 
dermoid cyst; what would you expect then? 

Student Corcoran: Dermoid cysts are rather 
commonly bilateral. They may have hemorrhage 
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into them, and could then appear as this one is 
described, and they frequently cause dysmenor- 
rhoea. That is a definite possibility in the case. 

Dr. McCrady : 
the staff ? 

Dr. Cain: I want to pay my respects to the 
history and examination. The description of the 
dysmenorrhoea is inadequate—it should have 


Is there any discussion from 


stated at just what time the pain began. In 
endometriosis the pain usually begins at about 
the middle or towards the end of the period of 
bleeding, since it is due to tension caused by 
hemorrhage into the endometrial cysts. And 
the examination should note whether the mass 
felt hard, or nodular or fluctuant. 

It seems to me that Mr. Blair got onto the 
right track when he ruled out pelvic inflamma- 
tion. The record says that there were no pre- 
vious illnesses, and pelvic infection would al- 
most certainly have caused lower abdominal 
pain, of leukorrhoea or abnormal bleeding. 

Now we have it recorded that the pelvic mass 
was fixed.. Having ruled out the possibility 
of fixation of the pelvis by the adhesions of 
inflammation, we little left but new- 
growths which tend to infiltrate and fix the 
tissues, or endometriosis, which also causes fixa- 
tion. To me the most likely thing in one of 
the age, giving both tumefaction and fixation, 
is endometriosis. 


have 


My objection to the diagnosis 
of fibromyoma is the fixation; that should not 
occur in fibromyoma without inflammation of 
the adnexa. Likewise for a dermoid cyst to 
be fixed, there must have been inflammation. 

Papilliferous cystadenoma is also a likely 
diagnosis, since it could give tumefaction and 
fixation. It might be unilateral, but implants 
would have been present in the pelvis to give 
fixation, and the operative record shows that 
they were absent. 

Granting that the history is correct, I believe 
that endometriosis is the most likely diagnosis. 

Dr. Prioleau: Dr. Cain made the point that 
a fibromyoma of this size would almost neces- 
sarily be freely moveable ; an intraligamentous 
fibromyoma might be fixed, might it not? 

Dr. Cain: In that case, it would probably 
be fixed in one direction. But then the mass 
would hardly have been mistaken for the uterus. 

Dr. McCardy: The evidence given for this 
being endometriosis sounds pretty good, but 
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I don’t believe I could have made that diagnosis 
on what we have here. The mass palpated was 
ueterus. There was no 
evidence of the characteristic bluish cysts of 
the vagina upon which the clinical diagnosis 
must be based in most instances. 
no infiltration of 


thought to be the 


There was 
the cul-de-sac, and even at 
operation, the structures appeared to be free. 

Dr. Lynch: This case differs from the usual 
conference case, in that we usually choose a 
case that died, and upon which an autopsy was 
performed. But when we use a case that lives 
occasionally it emphasizes the important fact, 
that a knowledge of pathology and of patho- 
logical principles should be applied to the living 
in the making of every diagnosis. 

This was a case of endometriosis, as many of 
you have supposed. The ovary was about 3% 
inches long, and was almost entirely occupied 
by a cyst containing dark, grumous material. 
( Using micro-projector ) You see here a micro- 
scopic section prepared from the wall of that 
cyst. As you can see, the cyst has a lining 
of grandular epithelium quite identical with 
that normally found in the endometrium. Here 
and there small bits of endometrial stroma are 
to be seen too, and that lets one be sure it is 
an endometrial cyst. The cavity of the large 
cyst probably contained the same sort of ma- 
terial that you can see here in the smaller cysts 
in the wall of the large one: a mixture of blood 
and dead cells. The brownish cast to the cells 
in the wall of the cyst is due to pigmentation 
from previous hemorrhages. As you know, 
these bits of endometrial tissue, although ab- 
normally placed, are still subject to the impulse 
of the ovarian hormone, so that hemorrhage 
and desquamation occur with each menstrual 
period, just as in the uterus. This causes tension 
in the small cysts, and the tension is probably 
the cause of the pain, which characteristically 
is greater towards the end of the menstrual 
period, when the accumulation of material is 
greatest. These bits of endometrium will also 
undergo the decidual hyperplasia of pregnancy 
when the fertilized ovum has lodged in the 
uterus and the decidua there is found. 

It is the mixture of old blood pigment from 
previous hemorrhages with the fresh blood of 
more recent hemorrhage which gives to these 
cysts the fairly characteristic gross appearance 
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But that sort of 
gross appearance can occur in other conditions, 


known as “chocolate cyst.” 


so that microscopic examination, demonstrating 
actual endometrial tissue, is necessary for the 
confirmation of the diagnosis. 

There were also edometrial implants in the 
That brings 
up the question of how these bits of endomet- 


wall of the tube on the same side. 


rium get there. According to Sampson's theory, 
they get into the adnexa by a sort of reflux 
menstruation, the cells shed from the endo- 
metrium passing up the tube and lodging and 
growing somewhat about the fimbriated end 
of the tube. This case is not incompatible with 
that theory, but there are cases where the 
endometrial tissue is found in the inguinal region 
or elsewhere, so that reflux can hardly explain 
every case. Usually the process is not limited 
at it seems to have been here; usually there is 
more extensive involvement of the 
structures. 

I am rather inclined to fall in with the opinion 
of Dr. McCrady that endometriosis could not 
be definitely diagnosed before operation, but 
the diagnosis could have been made from the 
gross appearance at operation, and Dr. Bowers 
made the diagnosis of “chocolate cyst’’ then. 


pelvic 


[ would like to hear someone discuss the pos- 
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sible outcome in this case. 

Dr. McCrady: In this particular case, it 
seems that all of the disease may have been 
3ut suppose, Mr. Corcoran, that 
some endometrial implants had been left ; what 
would you expect to happen, and what would 
you do about it? 

Student Corcoran: 


removed. 


In this particular case, 
the patient is 29 years old and has never had 
children. Since she had no evidence of further 
<lisease, | would let her alone and see how she 
gets along. If the symptoms recurred, I would 
recommend X-ray therapy over the ovaries to 
remove the ovarian hormone effect and thereby 
prevent further hemorrhage and pain. 

Dr. McCrady : 


endometriosis that have become pregnant after 


I have a couple of cases of 


operation for pelvic endometriosis, and | believe 
your choice of procedure would be the correct 
So far as we know, there is little danger 
of cancer developing in these implants, so that 


one. 


need not be considered. 

Student Blair: Dr. McCrady thinks that 
the diagnosis of endometriosis was not com- 
pletely justified. Possibly it wasn’t from the 
facts of the case, but we felt quite sure that 
a case of fibroids would not have been brought 
up at conference! (laughter ) 





SURGERY 





WM. H. PRIOLEAU., M.D... F.A.C.S., CHARLESTON, S. C 





“HUMAN BITES” 


The treatment of human bites always presents 
a problem. The wound not infrequently looks 
innocent and as if it would heal with ordinary 
surgical measures. However, more often than 
not a miserable type of infection sets in, in- 
volving neighboring structures and generally 
extending up the lymphatics. The hand, the 
site most commonly affected, frequently suffers 
permanent damage; life itself may be lost. 
Apparently the human mouth is the dirtiest of 
all mouths. The organisms involved are usually 
described as anaerobic streptococci, and spirilla 
and fusiform bacilli of the Vincent group. An 
immediate cauterization or debridement would 
seem advisable; however, these cases are not 


always seen just after the injury; also such a 
procedure would often result in serious damage 
to the hand. 


In view of the above Dr. T. M. Lowry in- 
vestigated the treatment of these cases at the 
Beekman Street Hospital, New York City, and 
found that the methods of treatment were most 
diverse and the results generally unsatisfactory. 
(Annals Surg. 104: 1103 Dec. ’26). He worked 
out the following method of treatment which 
has proven satisfactory. All wounds are swabb- 
ed out with fuming nitric acid and immediately 
flushed with cold water. Wet dressings are 
applied. No wound is sutured. Nitric acid is 


:pplied even when tendons are exposed and 
joints opened. No tetanus antitoxin is given. 




















The same treatment 
is applied even in cases of several days standing. 


No anesthesia is used. 


In the treatment of 122 cases in about 3 
years, the author has sufficient data on 55 cases 
to determine the end results. In 97% of these 
cases the results are recorded as good. 

(Editor’s Note: 
that these cases must be dealt with drastically 
if we are to prevent 


There is no question but 


serious consequences. 
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Puncture wounds must be converted into open 
wounds. Thorough cleansing must be done. 
The application of nitric acid seems radical, 
but apparently is justified, as judged by the 
author's results ; especially so as he reports that 
it does not permanently damage tendons or 
joints. A wet dressing provides more adequate 
It would seem better to hospitalize 
the patient where practicable). 


drainage. 


ORTHOPEDIC SURGERY 





AUSTIN T. MOORE, M. D., COLUMBIA, S. C. 





THE USE OF SKELETAL TRACTION 
IN THE TREATMENT OF 


FRACTURES 


In the September 11, 1937, issue of the A. 
M. A. Journal, Dr. E. L. Phila- 
delphia, reports end-results in the treatment of 


Eliason, of 


seventy-four consecutive cases of fracture of 
the shaft of the femur. 

It was my pleasure and privilege for two 
years to be actively associated with Dr. Eliason’s 
the University of 


service in Pennsylvania 


Hospital. He is unequivocally recognized as 
one of the outstanding fracture surgeons of 
America. 

In this survey of cases it was found that 
almost every accepted form of treatment of 
shaft The 
chiefs had been on the service and a number 


femoral fracture had been used. 


of assistant surgeons. The results are a pretty 
good indication of what might be expected in 
a cross-sectional study of cases in any given 
community. 
Of all the 
are that skin traction is least effective; open 


methods tried, his conclusions 
reduction is dangerous and rarely necessary ; 


and that skeletal traction is the method of 
choice. 

This study was particularly interesting to me. 
For the past number of years we have used 
skeletal traction almost exclusively in my cases 
of femoral shaft fracture. It has been eminently 
satisfactory, and open reduction has been found 
necessary in only very rare instances. 

We have devised a very simple method of 
traction and suspension in a Thomas splint, 


using stainless steel pins for transfixing the 


bone, and rubber bands and scales for traction. 
Perfect anatomical reposition of fragments is 
not necessary for a satisfactory functional and 
cosmetic result. If alignment is good and 
there is no appreciable shortening, a favorable 
result can be anticipated almost regardless of 


position of fragments. 


Why does there seem to be such a fear in 
the minds of some men regarding skeletal 
traction? I think there are certain mechanical 
and physiological reasons which might explain 
the unfortunate outcome reported in a number 
of cases. Until recent years a safe, non-cor- 
rosive metal was not available, and many cases 
became infected before stainless steel was in- 
troduced. Ice tongs, or their modification, were 
customarily used, with results that frequently 
were disastrous. Continous pressure on the 
bone produced necrosis, infection, and osteo- 
myelitis; or if pressure was not sufficient, the 
points tore out and engaged only the soft tissue. 
The poor patient heroically tried to stand his 
pain; but as matters grew worse, his courage 
was finally broken down and his complaints 
drew attention to the wounds where the points 
were inserted, and usually suppuration was 
found. For some time the Jointed Steinman 
pin was in vogue. These frequently broke in 
Position of 
fragments was lost, the work had to be re- 


two after traction was applied. 


peated, and often infection was the conse- 
The uninitiated 
skeletal traction in the presence of edema and 


quence. frequently applied 
poor circulation, and the proper precautions 
against infection were not attended to. Pa- 
tients were agonized and surgeons scandalized. 
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Following the introduction of Kirschner wire, 
complications became less, but wire requires 
special instruments for its insertion and special 
tauteners to hold it in place. My personal 
preference is for stainless steel pins of as small 
gauge as can be used in each particular prob- 
lem. Commercially sold pins are expensive, 


but the material can be bought in bulk in a. 


rough state and each pin can be cut and polished 
without difficulty. Pins are easily made and 
simply inserted. A small chuck handle can be 
purchased at any dime store and the pin is 
put in after injecting a few cc’s of novocaine 
on either side of the bone. It is much quicker 
and easier done than applying a Buck's ex- 
tension. A few precautionary measures are 
necessary : the material should be non-corrosive 
(incubation in Ringers Solution at 165 degrees 
to 185 degrees for 24 to 48 hours will prove 
this) ; the part should be properly prepared and 
the skin painted with an antiseptic; the pin 
should be thoroughly sterilized and it should 
not ‘be inserted in an edematous or infected 
area. The pin should not be inserted through 
hard cortical bone; e. g., the crest of the tibia. 
Sequestration is likely to result. Place the pin 
through the end of the bone, near the joint 
line. This expanded cancellous portion lends 
itself better mechanically and physiologically to 
traction. If these factors are appreciated and 
if the pin is withdrawn at the first evidence of 
infection, there is no danger in using this 
method. 

Skeletal traction insures the maximum con- 


trol over fragments, and its use can be ap- 
plied to almost every bone in the body. Two 
pins may be used, one above and one below 
the site of the fracture. When these two pins 
are incorporated in a plaster cast, skeletal 
traction is converted in skeletal fixation, but 
that is another story, and certain precautions 
are neccessary, unless delayed union or even 
non-union results. The maximum of traction 
should be applied early and gradually lessened 
as muscle spasm diminishes. It is dangerous 
to move the bones frequently to test whether 
or not union is solid. They should be left alone. 
A wiggle a week is sufficient to cause delayed 
or even non-union. The sooner the fragments 
are perfectly replaced and perfectly immobiliz- 
ed, the better chance is there for a perfect 
result. 

Skeletal traction works especially well for 
fractures of the phalanges and for the meta- 
carpals and metetarsals. The fragments are 
under accurate control and the patient is much 
more comfortable than when adhesive or basket 
weave cots are used for traction. 

An occasional misfortune should not militate 
too strongly against skeletal traction. This is 
likely to happen following any treatment. The 
advantages of the method outweigh the dis- 
advantages ; however, caution should be exer- 
cised in its use. The method should not be 
used indiscriminately and should only be under- 
taken by physicians who are especially interest- 
ed and who have special knowledge of the 


fundamentals of bone surgery. 
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MiD YEAR MEETING EXECUTIVE 


COMMITTEE 
The South Carolina Medical Auxiliary held 
its midyear Executive Committee meeting in 
the drawing room of Nandina Place, Spartan- 
S.C. The State President, Mrs. Jesse 
QO. Willson, of Spartanburg, presided. 


burg, 

After the meeting was called to order, Mrs. 
W. P. Timmerman, of Batesburg, led in prayer. 
Mrs. John Fleming gave the welcome words. 
Reports were given and important business 
transacted. The President, Mrs. Willson, read 
a fine report and was given a rising vote of 
thanks. The Chair recognized Mrs. T. R. W. 
Wilson, Recording Secretary of the Woman’s 
Auxiliary to the American Medical Associa- 
tion, who is also the Chairman of the Jane 
Todd Crawford Research Committee to the 
Southern Medical Auxiliary, and Mrs. C. P. 
Corn, Treasurer of the Woman’s Auxiliary to 
the Southern Medical Association. The fol- 
lowing Chairmen gave fine reports: 

Student Loan Fund—Mrs. L. O. Mauldin 
and Mrs. C. P. Corn. 
Jane Todd Crawford—Mrs. J. L. Bolt. 





Public Relations report of Mrs. C. E. Owens 
was read by the Secretary. 

Hygeia report of Mrs. Kendall read by the 
Secretary. 

Publicity—Mrs. E. C. Ridgell. 

Councilors reporting were: 


Mrs. W. P. Timmerman__--Second District 
Mrs. W. L. Pressly.....---.-- Third District 
Mrs. Harry Heintish__------ Fourth District 


Mrs. C. P. Corn and Mrs. T. R. W. Wilson, 
of Greenville, are the delegates to the Southern 
Medical Auxiliary Convention to be held in 
New 30—December 3. 
Mrs. Corn gave an interesting account of the 
National Convention in Atlantic City in June. 

The following Nominating Committee was 
elected: Mrs. T. R. W. Wilson; Mrs. Wm. H. 
Lyday, both of Greenville, and Mrs. Harry 
Heintish of Spartanburg. 


Orleans, November 


The Board decided 
to place a bed for indigent in the Columbia 
Hospital in memory of Jane Todd Crawford. 
The President, Mrs. Jesse O. Willson, is of- 
fering a trophy this year to the Auxiliary hav- 
ing the highest average attendance for the year. 
The Strait perpetual one, is 
to be awarded to the Unit Historian sending in 
The 


also the largest amount of 


trophy, a 


the finest report on Auxiliary activities. 
Wilson trophy, 
publicity. Both trophies must be won by the 
same unit three years before becoming the 
property of said unit. The outgoing Presi- 
dent is to be presented with a pin each year. 
At the close of the session the 
visitors were invited to the dining room, where 
they were guests of the Spartanburg Auxiliary 
at a most delightful five course luncheon. 
The following were present: Mrs. Jesse O. 
Willson, President ; Mrs. C. C. Ariail, President 
Elect; Mrs. P. M. Temples, First Vice Presi- 
dent; Mrs. W. B. Furman, Second Vice Presi- 
dent; Mrs. John Fleming, Corresponding Sec- 
retary; Mrs. T. R. W. Wilson, Recording 
Secretary ; Mrs. Dennis Hill, Treasurer; Mrs. 
W. C. Abel, Parliamentarian; Mrs. E. S. 
Ridgell, Publicity Secretary; Mrs. C. P. Corn, 
and Mrs. L. O. Mauldin, Student Loan Fund; 


business 
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Mrs. J. L. Bolt, Jane T. Chawford Memorial ; 
Mrs. W. P. Timmerman, Mrs. W. L. Pressly, 
and Mrs. Harry Heintish, Councilors; Mrs. L. 
J. Blake, Mrs. J. C. Hayward, Mrs. Avery 
Phifer, Mrs. W. Cone, Mrs. P. A. Smith, Mrs. 
D. C. Alford, Mrs.O. C. Bennett, Mrs. J. J. 
Lindsay, and Mrs. W. H. Lyday. 

Mrs. FE. C. Ridgell, Publicity Secretary 





RIDGE MEDICAL AUXILIARY 


The Ridge Medical Auxiliary met October 
19 with Mrs. A. L. Ballenger and Dr. Louise 
tallenger. The President, Mrs. W. P. Tim- 
merman, presided. The Lord’s Prayer was 
repeated in unison. An interesting business 
session was held. The President stated the 
objectives of the Auxiliaries and told of the 
Mid Year Executive Board meeting held in 
Spartanburg. The trophies were discussed, and 
our Auxiliary. will strive to attain the awards. 
Mrs. EF. C. Ridgell talked on the Hygeia Maga- 
zine. Mrs. Ballenger read a paper on John 
sright prepared by Mrs. Asbell. Mrs. E. C. 
Ridgell read a paper on syphilis. The hostes- 
ses served a delicious salad course with hot 
coffee and Hallman candy and favors. 


Mrs. E. C. Ridgell, Publicity Chairman 


THE PICKENS COUNTY MEDICAL 
AUXILIARY 


Mrs. J. H. Cutchins was hostess Thursday, 
October 14, when she entertained the Pickens 
County Medical Auxiliary. Mrs. J. L. Bolt, 
President, presided. Eleven members answer- 
ed to roll call. 


Mrs. Cutchins led the devotional reading 
from Psalm 16, followed by the Lord’s Prayer. 


A report was made of the Mid Year Executive 
Board meeting of the State Auxiliary, which 
met in Spartanburg, by Mrs. W. C. Furman. 
A motion was passed to enter the contests this 
year, Publicity and Attendance, trophies being 
awarded by Mrs. T. R. W. Wilson and Mrs. 
Frank Strait. Mrs. P. E. Sword, of Liberty, 
was made County Program Chairman. Reciting 
the Club Creed, the meeting adjourned and 
Mrs. R. P. Jeanes auctioned off the “Thrift 
Basket.’ Bidding was active and a nice sum 
was realized. Mrs. Jeanes had charge of the 
program. Mrs. W. B. Furman read an article 
on “Aesculapius.” Mrs. C. N. Brackett read 
a piece, “As the Patient Sees It,” and Mrs. 
L. R. Poole and Mrs. J. W. Kitchen gave 
amusing experiences of hospital life. Mrs. 
Jeanes concluded the program reading articles 
on “The Menace of Marihuana” and “Control 
of Canabis.” Mrs. Cutchins served her guests 
with a delicious luncheon. 

Mrs. W. B. Furman, Publicity Chairman 





OCONEE COUNTY MEDICAL 
AUXILIARY 


The Oconee County Medical Auxiliary held 
its quarterly meeting on Tuesday, October 5, 
at the home of Mrs. J. E. Orr, at Seneca, S. C. 

The home was made doubly charming by the 
addition of many beautiful fall flowers. An 
unusually good number were in attendance. 

The President, Mrs. V. W. Rhinehart, was 
in the chair and dispensed with the business 
in her usual efficient manner. Late in the 
afternoon the hostess invited the guests into 
the dining room, where she served an elaborate 
chicken salad course with coffee. Mrs. J. T. 
Davis, of Walhalla, will be hostess to the next 
meeting. 








P 
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ANNOUNCEMENTS 





POST GRADUATE SYMPOSIUM ON 
GYNECOLOGY, OBSTETRICS, AND GY- 
NECOLOGY TO BE HELD AT DUKE 
UNIVERSITY, DURHAM, N. C., 
NOV.11, 12, 13, 1937 


Duke University Medical School and Duke 
Hospital announce a Post Graduate Symposium 
on Gynecology, Obstetrics, and Pediatrics, to 
be given November 11, 12, and 13, 1937. All 
physicians in North Carolina and the surround- 
The 
following speakers have consented to partici- 
pate in the Symposium: Dr. C. A. Aldrich, 
Associate Professor of Pediatrics, Northwestern 
University Medical School; Dr. Horton Cas- 
paris, Professor of Pediatrics, Vanderbilt Med- 
ical School; Dr. Willard Cooke, 
Professor of Obstetrics and Gynecology, Univ- 
ersity of Texas Medical School ; Dr. Julius Hess: 
Professor of Pediatrics, University of Illinois 


ing states are cordially invited to attend. 


Richardson 


Medical School; Dr. Howard Francis Kane, 


Professor of Obstetrics and Gynecology, 


George Washington University Medical School ; 


Dr. Foster Standish Kellog, Harvard Medical 
School; Dr. George W. Editor, 
American Journal of Obstetrics and Gyneco- 


Kosmak, 


logy; Dr. Esther L. Richards, Associate Pro- 
fessor of Psychiatry, Johns Hopkins Medical 
School; and Dr. Charles Hendee Smith, Pro- 
fessor of Pediatrics, New York University 
Medical School. 


are pending. 


Acceptances of several others 





GEORGIA PEDIATRIC SOCIETY 
MEETING 

The annual scientific meeting of the Georgia 
Pediatric Society will be held in Atlanta on 
Thursday, December 9. Among the guest 
speakers will be Dr. Ralph S. Muckenfuss, 
Director Department of Health, Bureau of 
Laboratories, New York City; Dr. Priscilla 
White, attending Physician, Deaconess Hos- 
pital, Massachusetts; and Dr. Jos. 
3renneman, Professor of Pediatrics, Univer- 
sity of Chicago and Chief of Staff, Children’s 
Memorial Hospital, Chicago, Illinois. 


30ston, 





SOCIETY REPORTS 


—_—_~»—_——_. 


THE SEMI-ANNUAL MEETING 
of the 


FIRST DISTRICT MEDICAL ASSOCIA- 
TION WILL BE HELD AT WALTER- 
BORO, S. C. 


Thursday, November 18, 1937 
5:00 P. M. 


Dear Doctor: 


An excellent program has been arranged for 
the November meeting, but its greatest value 
will come only if every member is prepared to 
discuss the papers. We know that you have 
valuable opinions, based on your personal ex- 
perience. Please look over the program now, 
and be prepared to help in making this a 


really worth-while meeting. 


PROGRAM 
MEDICINE 


Symposium: Gastro-Intestinal Diseases 
eS. 220° Dr. W. M.Bennett 
2. Peptic Ulcer (X-ray Diagnosis) __----~- 

Dr. G. C. Brown 
didisiuamieneel Dr. N.Walsh 

4. Recent Progress in Diagnosis and Treat- 

ment of Gastro-Intestinal Disorders_- 


Dr. W. H. Kelly 
SURGERY 


w 


. Visceroptosis 


5. Head Injuries 


Diet al Dr. F. Kredel 
CASE REPORTS 


6. Congenital Absence of Vagina__._____ 


Dr. L. S. Felder 
DINNER 
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WHO’S WHO ON OUR PROGRAM 


Dr. W. M. Bennett, physician and surgeon, 
Ruffin, S. C.; Dr. G. C. Brown, physician and 
surgeon, Walterboro, S. C.; Dr. J. N. Walsh, 
physician and surgeon, Moncks Corner, 5S. €. ; 
Dr. L.S.Felder, physician and surgeon, Orange- 
burg, S. C.; Dr. W. H Kelly, formerly Section 
Medicine, Duke University, now Associate Pro- 
fessor Medicine, Medical College State of S. 
C.; Dr. Fred Kredel, formerly Division of 
Surgery, University of Chicago Clinics, now 
Associate Professor Surgery, Medical College, 
State of S. C. 

DUES: No annual dues. A voluntary con- 
tribution of $1.00 is customary to defray cost 
of dinner. 

MEMBERSHIP: All physicians and sur- 
geons of the First District. Guest physicians 
and surgeons are cordially invited to attend 
and take part in discussions. 


John van de Erve, Jr. 


Secretary 





EDISTO MEDICAL SOCIETY 


During the past few months the Edisto 
Medical Society has had some very interesting 
programs. Among the speakers that we have 
had were Drs. A. F. Burnside and George H. 
Bunch, of Columbia, reading a paper on the 
mortality of Appendicitis. At another meeting 
Dr. Theo Dubose, of Columbia, read a paper 
on Obstetrics. and Dr. W. H. Durham, a 
dentist of Columbia, read a paper on Oral 
Infections. All of these papers were very 
timely and were thoroughly discussed and en- 
joyed by the Society. 


At the September meeting Drs. H. J. and 
T. M. Stuckey arranged a delightful fish sup- 
per at the Bamberg American Legion Hut. At 
this meeting no particular scientific program 
was planned, but after supper the society as- 
sembled in the hut, where numerous cases 
covering many subjects were reported. 


H. M. Eargle, Secretary 
Edisto Medical Society 


ANDERSON COUNTY MEDICAL 
SOCIETY 


The Anderson County Medical Society met 
at the John C. Calhoun Hotel at 12 A. M., 
Wednesday, October 13. Dr. Herbert Blake, 
Secretary of the Anderson Society, extended 
an invitation to the doctors of the adjoining 
counties to attend the meeting. 

Dr. E. O. Hentz, the President, presided. 
Dr. J. D. Guess of Greenville, was the invited 
guest speaker for the occasion. His subject 
was “Some Problems in the Management of 
Labor.” He spoke as a representative of the 
Maternal Welfare Committee of the South 
Carolina Medical Association. 

After the business and scientific session the 
Society adjourned for luncheon, which was 
served at the hotel. 





SENECA HOST TO FOURTH DISTRICT 
MEDICAL SOCIETY 


Many ATrenp From Counties iN PiepMoNT 
Excellent Programs by Doctors of Prominence 

With the Oconee County Medical Society as 
host, the Fourth District Medical Society 
gathered in Seneca Tuesday, October 26, in 
what was declared a particularly successful and 
pleasant meeting. Fifty doctors from the 
counties of Greenville, Anderson, Spartanburg, 
Pickens, Cherokee, Union and Oconee—the 
area comprised by the Fourth District—were 
in attendance. Local doctors served as the 
entertaining committee. 

At three o’clock, the visitors were received 
at the headquarters building of the South Caro- 
lina Medical Association, and were shown the 
enlarged facilities and library maintained here 
under the direction of Dr. E. A. Hines, secre- 
tary of the state organization. Refreshments 
were served by the women’s auxiliary, the 
following members being present: Mrs. H. B. 
Brennecke, Mrs. J. T. Davis and Mrs. Joe A. 
Johnson of Walhalla; and Mrs. S. H. Ross, 
Jr. and Mrs. James E. Orr, of Seneca. Ths 
occasion, it was stated, was the official opening 
of the association’s doubled facilities. 

In the Seneca school auditorium at 3:30 was 
held the professional meeting, where scientific 


papers were given by a number of prominent 

















out of town medical men. Dr. Lee Milford, 
Clemson College, vice-president of the 
society, presided. The program was as fol- 
lows : 


of 


“The Toxemias of Pregnancy,” 
Dr. John M. Fleming, Spartanburg, S. C. 


Discussion : 
Dr. Jack Parker, Greenville, S. C. 


“Congential Urological Difficulties in Children,” 
Dr. Keitt H. Smith, Greenville, S. C. 


Discussion : 


Dr. Henry Harper, Anderson, S. C. 


“Management of Acute Osteomyelitis,” 
Dr. J. R. Young, Anderson, §S. C. 


Discussion : 
Dr. J. Warren White, Greenville, S. C. 
Dr. C. O. Bates, Greenville, S. C. 


“The 
ure, 


Dr. John F. Rainey, Greenville, S. C. 


Management of Congestive Heart Fail- 
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Discussion : 
Dr. Hugh Smith, Greenville, S. C. 
Dr. W. L. Pressly, Due West, S. C. 


SPECIAL ORDER OF THE DAY 


Address: Dr. Edgar Garrison Ballenger, 


Atlanta, Ga. 


At 7:30 a delightful banquet was held at the 
Oconee Inn. 
Dr. Hines welcomed the society to Seneca. A 


Representing Mayor Lowery, 


welcome talk was also made by Dr. Joe Johnson, 
of Walhalla, vice-president of the Oconee Co. 
Medical Society. Heard also were Dr. L. M. 
Stokes, of Walterboro, president of the South 
Carolina Medical Association; Dr. James R. 
Desportes, of Fort Mill, president-elect of the 
South Carolina Medical Association; and Dr. 
EK. G. Ballenger, well known physician of 
Atlanta. 


At a business session, Dr. J. W. Bell, of 
Walhalla, was chosen president of the Fourth 
District Society for the coming year, and Dr. 
John Fleming, of Spartanburg, vice-president. 
Dr. George R. Wilkinson, of Greenville, will 
continue as secretary-treasurer, his term run- 
ning for three years. 
















A medical institution for the diag- ate 
iis 


% 
nosis and treatment of internal dis- % 


eases 


Clinical and X-ray Laboratory Service 


418 CAPITOL AVENUE 








BLACKMAN SANATORIUM 
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LIKE NEW THROUGHOUT 


A Department for the Lambert Treatment for Alcohol 








Extensive facilities for hydrotherapy 
and colonic lavage. 


Electrotherapy including fulguration 


25 Attractive Hotel Type Rooms 


ATLANTA, GA. 
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HESE, certainly, are vitally important 
T considerations, tending to make your 
task LIGHTER by making the patient's 
comfort GREATER, and enabling you to 
carry the case along by routine medica- 
tion until it has run its course. Eminently 
qualified investigators concur in these con- 
clusions and so state in the literature.* 

The G-E Inductotherm offers the ideal 
means of heating human tissues, not only 
because of the proven effectiveness of 
the basic principle—electromagnetic in- 
duction — but because of the extreme 
simplicity of application and absolute 
control of dosage. The patient's cover- 
ings need not be disturbed; there need 
be no weight on or direct contact with 
the body; there are no electrodes to 
apply to the skin surface. There is deep, 
soothing, beneficent heat that comes in- 
stantly when the switch is closed. 

You should know the Inductotherm more 





intimately, for its use is definitely indi- 
cated wherever heat is indicated. You 
can learn all about it by merely mailing 
the handy coupon.* 


GENERAL ¢ ELECTRIC 
X-RAY CORPORATION 


2012 JACKSON BLVD. CHICAGO, ILLINOIS 
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MAIL THIS COUPON TODAY ! 





General Electric X-Ray Corporation A511 
2012 Jackson Bivd., Chicago, Ill. 


Please do these two things for me, neither of which place 
me under any obligation. 


demonstration of the Inductotherm. 


D2, dealing with the employment of heat in pneumonia. 
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